Clinical Section 1027 observation, but returned to hospital four months later, as the symptoms had become much more severe. Frequent stools with blood and mucus. A rectal examination revealed a large carcinoma in the lower part of the rectum; this had developed during the four months, as there was no sign of it when she was seen previously.
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In May, 1930 , hemicolectomy was performed, and a colostomy was made in -the middle of the transverse colon; the colon between this point and the anus, including the malignant growth, was then completely removed by a modified abdomino-perineal excision. The patient had a blood transfusion two days after the operation and made an excellent recovery. She has remained well up to the present day and has put on weight. There are no signs of recurrence.
The growth was an adeno-carcinoma, due to degeneration of one of the adenomata and had already reached the lymphatics; this, therefore was a " C" case.
Family history.-An aunt died at the age of 40 from a growth in the bowel. She had one brother and one sister, both free from bowel trouble.
Cancer of the Rectum Cured by Operation.-J. P. LOCKHART-MUMMERY, F.R.C.S. P. C., male, aged 68. Operation, 1923: perineal excision, with permanent colostomy. The growth was an adeno-carcinoma.
Discussion.-The PRESIDENT said that with regard to the case of adenomatosis, he would like to know in what way Mr. Lockhart-Mummery put the terminal ileum into the rectum: was it an end-to-end or a lateral anastomosis? Also, was it a very difficult procedure?
Mr. ERIc CROOK said that, as Mr. Lockhart-Mummery had pointed out, these cases of adenomatosis frequently ended in carcinoma. In those which he had seen, the carcinonma in each instance had been at the lower end of the large intestine, either in the rectum or in the pelvic colon. He would like to know whether that was a general rule in the experience of others, or whether these patients were also liable to carcinoma higher up). In performing colectomy one did not remove the rectum, and therefore left a part in which carcinoma was very liable to develop.
Mr. LOCKHART-MUMMERY (in reply) said he had joined up the ileum to the rectum by an end-to-side junction. He thought an ideal method would be to dissect out the ileociecal valve, but he had not found a healthy ileo-cecal valve so far. The trouble was that one produced aerobic conditions in the small intestine, which was unsatisfactory in some ways, causing considerable dilatation of the last foot of the ileum, though this was not of great consequence. A preferable way would be to implant the ileo-ceecal valve into the rectum. It would make the operation more difficult, but he did not regard implantation into the rectum as troublesome; it was easier than doing an end-to-end junction. He had operated upon four girls, all of whom had been submitted to total colectomy for adenomatosis, and none of them had developed malignant growths as yet. They were all being watched and periodically examined, and any adenomata appearing in the rectum were removed. He believed that in these patients the development of carcinoma had been prevented.
The relationship between polypi and carcinoma was one of the most interesting questions in the etiology of carcinoma of the bowel. His own belief-and it was shared by Dr. Cuthbert Dukes-was that all carcinomata of the bowel arose as simple tumours, but this was still unproved. What produced the adenomata was another matter. Certain people showed a tendency to hyperplasia in the rectum, and this was manifested by the development of small adenomata, which, in time, became malignant. In cases of adenomatosis the patients were born with an amazing tendency to the production of adenomata at a very early age, but they were not born with adenomata, these developed later. He had seen a patient with four malignant growths at the same time, one in the transverse colon, one in the splenic angle, one in the pelvic colon, and one in the rectum. There was a liability to eventual malignancy in adenomata anywhere. Patient, a woman, aged 22, was admitted to the Western Hospital with a mild attack of scarlet fever, on December 23, 1930, the third day of disease. The temperature, which was 1000 on admission, became normal the following day. On the 26th she developed bilateral cervical adenitis and the temperature rose to 100°. During the next few days the glandular swelling considerably increased, the fauces became oedematous, and she had much difficulty in swallowing and trismus.
Tracheotomy in an Adult for CEdematous Laryngitis in Scarlet
On the morning of December 30, the tenth day of disease, she developed urgent dyspncea, became extremely cyanosed and collapsed. Tracbeotomy was performed in extremis, and artificial respiration had to be carried on for some minutes before the corneal reflex returned and respiration was restored. The tracheotomy tube, which was difficult to keep in position, was removed on January 1, when she could breathe freely without it and her voice had returned. The wound, however, had become septic and gaping, there was much cellulitis and cedema of the neck, and ulceration of the tracheal cartilages with perforation of the right lateral wall of the trachea took place. Two injections of 40 c.c. each of antiscarlatinal serum were given on January 1 and January 3, but without having any effect on the general condition or temperature, which remained high for over a week and did not finally become normal till February 4, the forty-sixth day of disease. On January 9 she developed right pleuro-pneumonia. On January 12, 70 c.c. of straw-coloured fluid were removed from the right pleural cavity and another 50 c.c. on January 15. Direct examination of the fluid showed polymorphonuclear leucocytes and numerous streptococci, and a culture showed a pure growth of hamolytic streptococci. The tracheotomy wound finally closed on February 20.
Subsequently the chest condition improved slowly and the patient was discharged in good health on March 2.
Discu88sion.-Dr. ROLLESTON said that it was unique, in his experience, for mild scarlet fever to be complicated by Ludwig's angina with cedema of the larynx necessitating urgent tracheotomy. Many years ago Trousseau said "La scarlatine n'aime pas le larynx." Nowadays-scarlet fever being usually only a mild disease-during the eruptive period there might occur a little huskiness, which was especially apt to occur in adults who were predisposed by alcohol or tobacco or other reason to laryngitis, but it soon subsided with the appearance of the rash, and any serious involvement of the larynx, especially such as required operative interference, was rare. At a recent meeting of superintendents of the L.C.C. fever hospitals he took the opportunity to ask when last they had had tracheotomy done for scarlet fever. Those who were present had not had it performed for over twenty years; but Dr. Gunn, who had been assistant to a superintendent who had not attended the meeting, had had to perform tracheotomy in one case comparatively recently.
Another point was the occurrence of pleurisy in scarlet fever. That also was a rare complication, and was also referred to by Trousseau; it appeared among the officially recognized complications of scarlet fever, though in less than one per cent.' In most of the cases it proceeded to empyema, but it did not in this instance. According to Sabrazes and Dubarry it occurred in children in 5 per 1,000 cases, in adults 1 in 1,000. Though antitoxin was used in this case he did not think it had any effect. Dr. W. GUNN said that this case was not only interesting because of the dramatic circumstances under which death was averted, but also because of the extraordinary rarity of such cases. He did not mean that cedematous laryngitis was rare in scarlet fever, but it was rare indeed for such patients to recover. Three years ago he had had a case of septic scarlet fever with ulceration of the fauces, which spread to the larynx, with associated cervical angina; symptoms of dyspncea, with signs of laryngeal obstruction, supervened, and these were serious enough to call for interference. The patient was intubated, but immediately stopped breathing when the tube was inserted, and emergency tracheotomy was required. She was brought round by artificial respiration, but she died forty-eight hours later from a cellulitis spreading down the neck to the anterior mediastinum. At the autopsy, septic pneumonia was considered to be more responsible for the fatal issue than suffocation from pressure on the lower part of the trachea and bronchi. In former days, when septic scarlet fever was much commoner than at present, possibly ulceration of the larynx occurred more Metropolitan A8ylums Board Report, 1910, 248. 2 Gaz.hebd. Sci. med. de Bordeaux, 1929, lii, 338. frequently, but he did not think all present-day cases were recorded. He had seen a number of cases of laryngitis occurring in the course of scarlet fever, some of which had been severe enough to require interference. In all those, he found that the laryngitis was due to an associated infection. The BacilZu8 diphtherial, Hoffmann's bacillus, and Pfeiffer's bacillus could all cause a laryngitis severe enough to need intubation in the course of scarlet fever. It was unjustifiable to ascribe such occurrences to scarlet fever, rather than to the tetioLogical agent found responsible.
Sir JAMES DUNDAS-GRANT said that it was now a long time since he had had to deal with Ludwig's angina, and though tracheotomy averted death from asphyxia it did net avert toxsemia.
Mr. ERIC CROOK said that, from the surgical point of view, it seemed extraordinary that cedema of the larynx was not more common in scarlet fever, as the streptococcal adenitis, spreading to cervical cellulitis, was so liable to be complicated by cedema of the glottis. Oases of adenitis in scarlet fever were presumably streptococcal, and one would expect the cedema to attack the larynx more frequently than it did.
Dr. ROLLESTON, in reply to Mr. Crook, said that the only explanation was the present diminished virulence of streptococci. Thirty years ago tracheotomy for scarlet fever was much more often done. He had seen about six cases, all with a fatal result. Female, aged 49. History.-Has never had rheumatic fever, chorea, or scarlet fever. In 1920, diminution in left radial pulse and dilatation of left pupil were first noticed by doctor. In 1927 she was in hospital and a tentative diagnosis of aortic aneurysm was made. She now complains of increasing dyspncea, palpitation, and throbbing in Orthodiagram showing prominence of the ascending aorta and slight enlargement of the heart to the left. the right side of the neck. The fingers of the right hand go dead and white at times, and she gets cramp in legs and the right side of body.
Inequality of the
Examination.-The left pupil is dilated. The pulse is of large volume on the right, but the left radial and brachial pulses are scarcely palpable. The right radial and brachial arteries are thickened. There is absence of pulsation of the left
